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Alabama Department of Public Heath

. 9936320451 HIV Bureau of Clinical Laboratories Lab# .
8140 AUM Drive PO Box 244018 Montgomery, AL 36124-4018 1 1 1 1 0 3 1
Patient’s Lasi Name Patient's First Name Mi Date of Birth
CHR Number Sex Social Security Number Date Specimen Collected
e : Race - Check all that apply
: ke American IndianiAlaskan Native  BlackAfrican American Don't Know
Mot Hispanic o Lating Refused . White
Patient's Address Apartment Number
Patient's City Patient's State  Patient's Zip Code Phane Number
Provider Name Site Code  County Provider Zip Code
Provider Address Provider City
Test Technology: Conventional Reapid Specimen Type: Edood: finger stick Biood: venipunciure Urine
Othr Oral Fluid Blood spot Oral mucosal transudate
Date Received: f' J" Date Reported: f f
EIA HIV 1/2 Test Result Westem Biot Test Result : HIV 2 EIA Test Result
Morveactive Reactive HIV-1 Nonreacive HIV-1 Reactive HIV-2 Norreactive HIV-2 Regctive®
Unsatish HIV-1 Unsatisfaciory HIV-1 Indeterminate HIV-2 Unsatisfacsary
ADDITIONAL PRE-TEST INFORMATION POST-TEST NOTIFICATION
Previous HIV Test
Yes© N Don'tKnow  Refused ot Asked
Result Provided ¥
R Result 2 e M
Prrsitivg Negative Preliminary Positve ~ Indetarminats Don't Know
Date Reparted f
If yes, provide date of last test C
lient Sexual Risk Factors
o T If resulis not ided, ot ?
‘f f Client refusad to discuss risk factors : o : s ;
Decined nofification Did not retumicould nat locate
First HIV Test Date Chient was nol asked about risk faciors Chtined vesuls o
/ / Client was asked, but no risk identifod M B gency
REFERRALS
Date of Last Negative Test CDC REQUIRES THE FOLLOWING INFORMATION ON POSITIVES
a"f ."‘ Was client referred to medical care? Yes No
MNumber of Test in Last 12 Months i no, why?
Client already in carg
If client risk factor information was discussed, please record the following: P e o
Vaginal or Anal Sex Oral Sex Did client attend the first appaintment? Yes
with mae Yes Mo Yes Mo Mo
with female Yos No Yes Na i
Injection Drug Use (IDU) Was client referred to HIV Prevention Services?  Yes Mo
Has client ever used WM? s ] Was client referred for PCRS? Yes Mo
If yes, did client share injection equipment? Yes ha Was client referred for STD testing? Yes Ko
HNon-l n Drug Us n-I0U Was client referred for a TB testing? Yo o
Has client used non-injection drugs? Yes Mo If fenale, is client pregnant? Yos Ne ot Asked
If yos, what is the drug of cholce? ReG—
e Y If yes, in prenatal care? Yes ] ot Asked
Session Activity Declinad
During this visit, was a risk reduction plan Yes Mo
developed fior the cliem?
Did client have vaginal or anal in past 36 months: " b - " -
Mo, wWas referrad for Bs
with person whe is HIV positive? Yes b prenatal care?
with person who ks IDU? Yas Mo
o Ui ooy g If yess, dlidl cliont attend first Yes Mo Dot Know
without using a condem? Yes Ha prenatal care appointment?
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